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THE AMERICAN BOARD OF HYPNOSIS IN DENTISTRY 
A Section of the American Board of Clinical Hypnosis, Inc. 
STATEMENT OF POLICY, JANUARY, 1959 


Ge American Board of Dental Hypnosis was established in 
1958, as a section of the American Board of Clinical Hypnosis, |n- 
corporated. The Board is incorporated in the state of New York. 
This Board shall be developed so far as possible in conformity 
with other recognized Boards of the American Dental Associa- 
tion, with allowances for differences in training measures and 
related technical considerations. We shall call upon the Council 
on Dental Education of the American Dental Association for advice 
and guidance as is necessary. 


The purposes of the Board is to certify trained or experienced 
dentists in dental hypnosis, with consideration for their basic training 
in the several specialties and areas of practice in which dental hyp- 
nosis shall be employed. Dental hypnosis shall be utilized within 
the specific area of professional competence within the realm of 
dental practice. Certification shall be based on examinations as 
deemed appropriate and necessary by the Board, in addition to 
training and experience. 


Organization and Function 


1. The structure of the Board, its method of operation and 
its examinations or other requirements shall be subject to modifica- 
tion during its growth. It will determine the levels of education and 
experience of candidates for certification as close to the require- 
ments fixed by the Council on Dental Education, as is feasible, bear- 
ing in mind to maintain the highest ideals and standards of the 
dental profession and in comformity with the principles and direc- 
tions of the Society for Clinical and Experimental Hypnosis and The 
Institute for Research in Hypnosis. 


2. Provide and administer comprehensive tests of qualifica- 
tions of candidates for certification as Diplomates in hypnosis. 


3. To fix the limitation of general and special practice which 
holders of certificates as specialists will be required to observe. 


4. To issue certificates of competence to dentists who satisfy 
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the requirements of the Board. They shall have the status as Diplo- 
mates. Proper mention of such status shall be confined to situations 
deemed acceptable and ethical, in accordance with traditions esta- 
blished by other American Dental Association Specialty Boards. 


Diplomates of the Board shall be expected to abide by this 
Policy Statement and its modifications, and by any other regula- 
tions set by the Board. 


Qualifications of Candidates and Certification Fee 


1. Satisfactory moral and standing in the dental profession. 


2. Member of the American Dental Association, the National 
Dental Association or Canadian National Dental Association. 


3. A period of study acceptable to the board, and a minimum 
of five years of documented experience in clinical dental hypnosis. 
The applicant for certification must submit six (6) case histories where 
hypnosis was used in clinical practice, indicating at least four (4) dif- 
ferent uses, or, evidence of membership in a recognized Dental Hyp- 
nosis Society which certifies its membership only after ten (10) case 
histories are written and approved. Such experience shall be accept- 
able without examination only until December 31st, 1959. 


This Policy Statement shall be amended by the Board, with 
additions and alterations. Such amendments shall be numerically ap- 
pended hereto and diplomiates shall be expected to abide by them. 


Amendments 


1. Diplomates are expected to practice dental hypnosis as 
part of their overall practice of dentistry, in accordance with the 
practices related to basic specialties certified by other American 
Dental Specialty Boards. 


2. Diplomates are required to refrain from demonstrating 
hypnotic techniques to non-professional audiences. 


3. The Board shall have a President and a Secretary-Treasur- 
er. Duties of the latter may be divided, if necessary, between two 
officers, a Secretary and a Treasurer. The aforementioned officers 
may be assisted by a Vice-President and additional officers, if deem- 
ed necessary. A varying number of Board members-at-large may 


Continued on page 41 
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SOME OBSERVATIONS OF THE STIMULATION OF LABOR 
BY HYNOTIC SUGGESTION 
VINCENT W. CANGELLO, M.D. 


¢ he phycisian practicing obstetrics is often faced with the 
problem of the patient in ineffectual labor. The quality of the 
uterine contractions may have been poor since the onset of labor 
or have deteriorated as the labor progressed. In either case these 
patients are frequently seen midway in the first stage of labor with 
irregular contractions of poor quality, and the processes of cervical 
dilatation and descent of the presenting part are virtually at a stand- 
still. It is felt that in patients for whom there is no contraindication 
to vaginal delivery this situation is most often the result of excessive 
fatigue and or anxiety. 


Many different methods of management have been advocated 
to correct this situation when it presents itself, but unfortunately, 
the results are as variable as the methods used. Also, many of the 
methods advocated are not without some margin of danger to both 
the mother and the infant. Unless the patient has already had too 
long a labor, the wisest course at this time is to administer a seda- 
tive and wait until the labor improves. More vigorous means of 
stimulation are indicated only when rapid delivery is necessary 
for the well being of the mother or infant. 


The purpose of this paper is to report a sample series of four 
cases in which hypnotic suggestion was used to stimulate labor 
and effect a more rapid delivery in the type of obstetrical patient 
described above. One case report will be presented in detail and 
will attempt to illustrate the method used. 


CASE HISTORY 


A 39 year old Negro female was first seen in labor with her 
fourth pregnancy. All of her previous deliveries had been unevent- 
ful, her labors lasting 14-18 hours. She had been admitted to the 
labor room at 11 a.m. Rectal exam on admission revealed the 
cervix to be 2cm. (1 finger) dilated and 50% effaced. The mem- 
branes had ruptured prior to her admission. Labor was noted to 
be poor with contractions lasting 15-30 seconds and occurring at 
3-5 minute intervals. At 2:30 p.m. the cervix was 3-4cm. (1¥2-2F) 
dilated, firm and 50% effaced. Two hours laters the condition of 
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the cervix was unchanged as was the position of the presenting 
part. The patient was becoming fatigued and anxious, the uterine 
contractions had become weaker and more irregular. She volun- 
teered the information that all of her labors had pursued a similar 
course. 


Hypnosis was induced in this patient using a disguised tech- 
nique. The induction was accomplished in approximately 7-10 min- 
utes. The patient was told while in the trance state that following this 
period of relaxation her labor would improve and contractions 
would occur at 2-3 minute intervals lasting 45-60 seconds. She 
was olso told that dslivery would occur in 30 minutes with this 
improved labor. Post hypnotic suggestions of relaxation during 
labor, increasing numbness with each cdntraction and mounting 
happiness with each contraction because of the approaching time 
of delivery of her child were also given. When the patient awakened 
from the trance state a marked improvement of her labor was noted 
within minutes. A rectal examination done at this time revealed a 
marked degree of softehing of the cervix in contrast to its firm 
consistency noted prior to the hypnotic induction. General anes- 
thesia was given for delivery. The recovery phase of anesthesia 
was used to reestablish rapport and suggestions for a comfortable 
and uneventful post-partum were given, i.e. freedom from nausea 
and vomiting, absence of perineal pain, normal bladder and bowel 
function and relief from breast enlargement. (This patiet did not 
wish to breast-feed her infant.) 


DISCUSSION 


Each of the three cases would read essentially the same as 
the case report presented above . All these case were managed 
with similar techniques and each delivery was completed within 
five minutes of the thirty minute period suggested. The effect of 
the method of stimulation of labor used in these patients was readily 
assessable by the objective findings that were noted following the 
hynotic induction. The criteria are listed below: 


1. The change in the consistency of the cervical musculature. 
2. The improved regularity and quality of uterine contrac- 
tions. 


3. The completion of labor within five minutes of the time 
of delivery suggested to the patients. 


It should be stated here that the time suggested for delivery 
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was not chosen facetiously. Each patient's situation was evaluated 
separately and it was felt that delivery within a thirty minute period 
was safe and possible if good labor could be established. 


lt would be difficult to decide whether the improvement of the 
labor in these cases was due to the specific suggestions per se or 
to the mental and physical relaxation produced during the induction 
and continued through the effects of the hypnotic suggestions. It has 
been shown that the uterine musculature is subject to emotional 
stimuli mediated through the autonomic nervous system. At least, 
therefore, | think it would be safe to conclude that the resulting re- 
laxation and reduction of anxiety in these patients served to di- 
minish any “emotionally produced” adverse stimuli that may have 
been contributing to uterine inertia and cervical tension. 


It is hoped that the results obtained in this small series might 
serve to stimulate further thought and investigation of this method 
of stimulation of labor by post hypnotic and / or direct suggestion. 


Roswell Park Memorial Institute 
Buffalo, N.Y. 
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APPLICATION OF THE STRESS CONCEPT IN THE 
MANAGEMENT OF PSYCHOSOMATIC CASES IN 
NONPSYCHIATRIC MEDICAL PRACTICE* 


Irvin Neufeld, M.D. 


Associate in Orthopedic Surgery, New York Medical College; 
Lecturer, Institute of Individual Psychology, New York, N.Y. 


"Rashevsiy, the mathematical biologist, made the significant 
observation that the “incidence of neuroses rapidly increases in 
periods preceding radical changes in the accepted behavior pat- 
terns of society.” He found that “the very great Incidence of neuro- 
tic types in the Russian prerevolutionary literature is clearly pro- 
nounced and is in agreement with these mathematical deductions.””4? 
These observations make the ever-increasing number of psychoso- 
matic and neurotic patients and the role that life stress plays in the 
pathogenesis of their symptoms even more important and more 
significant than we generally realize. 


Nonpsychiatrist physicians can only very seldom apply or pre- 
scribe extensive and expensive pyschodiagnosis and psychothera- 
peutic procedures for patients with psychogenic, functional, psycho- 
somatic, psychophysical,5? or neurotic ailments, and psychic super- 
structures of organic diseases. It has been observed that in many 
cases “referral of psychosomatic and neurotic patients to psychia- 
trists is not a happy solution; nor one that is easily accomplished 
early in their treatment.”5 It is becoming more and more evident that 
the majority of psychosomatic cases have to and “can be managed 
by the attending physician without expensive psychiatric training” 
and that “the results may often be superior to those produced by 
months and years of conventional psychoanalysis.””8 


If we accept as a general working principle that the success 
of any medical or surgical management depends on the accuracy 
of our medical or surgical diagnosis, we should realize that the 
management of the patient’s emotional difficulties also should be 
based on a correct psychodiagnosis. An accurate psychodiagnosis 
will reveal the psychic dynamism that ‘not only initiated but also 
perpetrates or reactivates the psychosomatic symptoms. This psy- 
chosomatic symptoms become a meaningful part of the patient's 
total behavior. 


*Presented at the Third Annual Meeting of the Academy of Psychosomatic Medicine, New York 
City, Oct. 3-—6, 1956. 


Reprinted from INTERNATIONAL RECORD OF MEDICINE Vol. 171 No. 3 March, 1958 
Copyright 1958 by MD Publications, Inc. All rights reserved. 
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We have learned many various “ meanings” attributed by 
the different schools of thought to psychosomatic symptoms: e.g., 
symbolism, identification, psychophysiological regression ;5°-82 anam- 
nestic association;'! “organ dialect;” the various “specificity” theories 
—specific personality types, '% '4 specific emotional experiences,?, '% 
specific hereditary disposition.5? However, on closer analysis and in 
practical application, most of these specificity theories represent gen- 
eralizations and terminological references rather than actual thera- 
peutic tools usable by nonpsychiatric physicians dealing with their 
patients. 


Trigant Burrow, the founder of phyloanalysis, told the story that 
he had once asked the eminent psychiatrist, Adolph Meyer, “what 
in his experience he felt to be a simple measure most essential in 
treating nervous and mental patients. Meyer dryly replied to place 
their family under lock and key.’” This simplification and absurdum 
implies the proper recognition of the importance of the stresses 
and strains that neurotic and psychosomatic patients experience 
in their immediate environment. We have to realize, however, 
that family stresses are not always the only—and often not even 
the most important—factors, when dealing with psychosomatic 
problems. 


Although the application of stress concept in psychosomatic 
medicine has considerably enhanced our understanding of psycho- 
somatic problems, we must keenly be aware of its possible fallacies 
and pitfalls. 


Bingtr pointed out that we are not justified to assume that 
chronic stress causes hypertension because we observe a -rise in 
blood pressure in acute stress situations. Others warned against 
similar pseudological conclusions; e.g.; “the symptoms appeared 
after—therefore, are caused by—emotional stress”; “no objective 
findings; therefore, the symptoms are psychogenic” (“expediency 
diagnosis’3?), 

Even the sementic aspects of psychological stress have not yet 
been satisfactorily settled. By psychological stress we usually mean 
anxiety, fear, such as in test situations and examinations, conflicts, 
frustration, “threat to the fulfillment of basic needs,”4 stress from 
unfavorable reports from reading horror stories.5' In a Freudian 
sense we could theorize that repression of the id would mainly be re- 
sponsible for psychic stress. However, according to Mowrer, it is not 


so much the repression of the id as the repression of the superego 
that leads to neurotic symptoms.%5 


S 
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Recently, we have noticed that the old fallacious “soma-psyche” 
dichotomistic trend is being now replaced by a trichotomistic trend. 
To the assumed “somatic” and “psychic” needs, a third category of 
needs—“spiritual needs’—has been introduced, the frustration of 
which has been considered the basic psychological dynamism lead- 
ing to neurosis. '>, #8 


Preoccupation with the observable external stress situations 
and with the measurable stress effects resulted in undue neglect of 
the intrapsychic process that intervenes between the observable stress 
situation and the measurable stress effects. 


On last analysis, it is this intrapsychic strain that determines 
the perception of and reaction to any external stress situation. Not 
to speak of the frequent, as it were, “endogen” psychic strains with- 
out observable external stress situation! Neurotic reactions, psy- 
chosomatic phenomena, and psychoses have been related to stress 
situations, but it had also been noted that “they may not be direct 
response to the obvious stress.’5° 


Karl Menninger stated that “summation of ordinary stresses 
may directly or through excitation of inner responses become extra- 
ordinary stress and the word and the word stress should imply this 
special meaning.”°3 Of course, the problem of this intrapsychic 
strain is not a purely quantitative one. An interesting and revealing 
hint as to factors involved in intrapersonal strain may be seen in 
Gerard and Philip’s observations of measured stress effects in dif- 
ferent types of individuals. They observed that the physiological 
maladaptive responses in individuals belonging to educationally or 
occupationally higher levels were not different from responses in 
individuals on educationally and occupationally lower levels. But, in 
persons who rated higher in formal group affiliations, there was sig- 
nificantly less physiological maladaptive response than in those who 
rated lower in the same aspects. '7 


In an unselected group of patients with psychosomatic ailments 
—supposedly caused by occupational stress—it was found that actual 
overwork was only rarely the real etiological factor. In the vast 
majority’ prolonged tension in interpersonal relations on the job 
was responsible for the psychosomatic or neurotic symptoms. Interest- 
ingly, the first manifest symptoms were usually somatic. 45 


Our daily observations also seem to indicate that the general 
and specific, the chronic and acute, the conscious and subconscious 
stresses experienced by every individual in his multifaceted biosocial 
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integration,’? his ways of dealing with those stresses, and, last but 
not least, his individual stress tolerance constitute important factors 


in the causation, perpetuation, and recurrence of psychosomatic 
symptoms. 


In order to evaluate properly the role of intrapsychic stress in 
psychosomatic problems, we have to pay more attention to an often 
neglected factor in psychodiagnosis, as it were, to its third dimen- 
sion. We have always been aware of the significance of the pa- 
tient’s past (i.e., longitudinal, genetic, dynamic) history and of his 
present i.e., cross-sectional, situational) history.5* However, we 
have not sufficiently appreciated that human functioning can pro- 
perly be understood only by viewing any given state as a link be- 
tween past occurrences and anticipated future. Or, in a more 
scientific language, according to Rennie’s formulation of personality: 
“Personality is organized not only in the present and past but also 
in the patient's attitude toward his future.’43 Therefore, we should 
analyze and interpret not only the patient’s past and present history, 
but also his expectations, goals, tasks, responsibilities, obstacles, 
fears, hopes (goal anamnesis or teleoanalytical approach as a com- 
plement to the conventional causal-analytical approach). Such a 
teleoanalytical approach may help in avoiding unnecessary com- 
plications, misunderstanding and misinterpretations that might be 
caused by “uncovering past traumatic situations that might better 
be forgotten.”5 This technique can not only save considerable time 
and energy, but also will make the stress-producing factors in 
the patient’s past history more understandable by analysing past 
history from a frame of reference of his goal directedness, on the 
one hand, and his attitude toward his future and goal directedness 
from a frame of reference of his past history. 


An individual's dealing with inherited endowment and past 
experiences determines his attitude toward his future and toward 
his animate environment. But the individual’s attitude toward his fu- 
ture and his environment—immediate as well as distant, general as 
well as specific—in turn greatly influences his present behavior. “This 
inevitable distortion of a hypothetical reality occurs because we al- 
ways interpret the present partly in terms of expectations established 
through our past experiences.%¢ Bringing one’s relations to one’s 
current environment, i.e., the field of one’s current actions, into an 
operational relation within the longitudinal (i.e., temporal) con- 
tiinuum of one’s past and (envisioned) future has been described 
as the “psychosomatic space-time field.’4° 
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Investigation of the patient’s postrecovery situation will often 
furnish the clue to the meaning and function of his symptoms. !n 
these cases it seems that the old pseudological slogan, “Post hoc 
ergo propter hoc,” could be reversed into: “Anet hoc, ergo propter 
hoc.” (This would mean that in many cases the real—operational 
—explanation of psychosomatic symptoms lies not only in the actual, 
past happenings but also in the consciously or subconsciously an- 
ticipated happenings.) 


Analysis of an individual’s (past and present) goals, tasks, 
and obstacles will point to the future of the intrapsychic stress that 
in the last instance determines his particular perception of and 
“reaction” to any situation and his particular way of dealing with 
it. Even if such intrapsychic stress cannot be measured exactly by 
presently available methods, its recognition and relative evaluation 
will reveal psychodiagnostically relevant and psychotherapeutically 
exploitable data. We may recognize and evaluate such intra- 
psychic stress by correlating six factors that operate in any given 
person’s biosocial integration in any given situation. 


Generally speaking, intrapsychic stress is directly proportional 
to: (a) the conscious and subconscious goal(s) one has or has been 
pursuing; (b) the task(s) one has to fulfill; (c) the internal and ex- 
ternal obstacles one has to overcome in pursuing one’s goals and 
fulfilling one’s task(s). 


At the same time. the intrapsychic stress is inversely propor- 
tional to: (a) one’s constitutional (including inherited and acquired) 
endowment; (b) the environmental means and help one has available 
and is using to reach goals, fulfill task(s), and overcome obstacles 
(“working capital” of Herrick,2' or “bricks” of Alfred Adler); (c) 
striving for optimum biosocial integration, as it were, one’s “psy- 
chological armamentarium,” including motivation, courage, zeal, 
pride, feeling of responsibility goaldirectedness, willpower, consis- 
tency, endurance, social feeling, frustration, tolerance, forbearance, 
perseverance, religious, ideological, moral attitudes. 


Correlation of these six intragrational factors in a quasi-mathe- 
matical formula provides a workable method to estimate what was 
described as the patient's “stress quotient’’29,4° (cf. |.Q. of Wechsler, 


M.Q.[“maturity quotient] of Bortz,—PSQ “psychosomatic quotient of 
Michaels*4). 


so = (G+T) O v3 (Goals + Tasks ) Obstacles 


(E+M) S (Equipment+Means) Striving 
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This stress quotient formula may be applied to any phase 
of one’s total biosocial integration in which such intrapersonal stress 
usually operates, e.g., physical, emotional, spiritual, intellectual, 
sexual, familial, social, economic, cultural, ideological, religious, 
ethical—today even political and military. All these aspects—and 
as many others as one wishes to separate arbitrarily for research 
or diagnostic purposes—may be investigated under four main head- 
ings representing the four main areas or subfields of total bioso- 
cial integration; namely, sex, sustenance, society, and self. For 
didoctic purposes these subfields were termed the “four ‘S’ problems” 
or the teralogy of life problems” (cf: The Three Problems of life’). 


Generally, but not always, we provoke less resistance in a 
patient if we start with his biological and social, then take up his 
economic, and last his sexual integration. By sch “areal” (or 
“subfield” analysis, we may often reveal some special subconscious, 
dissociated, or hidden intrapersonal factors that might otherwise 
be detected only after prolonged analysis. (For example, in case 
history no. 1, the fear of loss of social “prestige” and the imaginary 
“tasks” were quickly revealed by the areal goal analysis as the 
psychic dynamism underlying the patient’s intrapsychic stress con- 
stellation requiring psychotherapeutic intervention.) 


The therapeutic importance of the stress quotient lies in the 
determination not so much of the exact degree of the intrapersonal 
stress as of the individual’s total stress constellation by revealing 
factor(s) dnd the area(s) that are responsible for the genesis of the 
symptom(s) and should be adjusted. 


In some cases, a more detailed investigation of the stress con- 
stellation may become advisable. In order to understand and man- 
age a long-standing, recurrent, sudden, or otherwise consequential 
and serious stress constellation we can map out—besides the longi- 
tudinal (i.e., historical or biographical) stress constellation—the pa- 
tient’s cross-sectional stress constellation applied to any significant, 
transitional, or “threshold” phase in the patient’s past history; such 
as at the onset of his symptoms, at the time of his decision to seek 
medical treatment, or in the anticipated post recovery period. 


Often a practical short cut reveals an anticipated stress situa- 
tion. When we ask the patient: “What would you do if you were now 
well?” the patient often gives such answers as: “Finally, | have 
made up my mind to get married. But, how can | with all my 
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troubles,” or “| would have an excellent chance to go into business 
on my own.” 


In a surprisingly large number of cases the expressed antici- 
pation represents the very object of the patient’s anxiety. From 
this frame of reference the patient’s psychosomatic symptoms may 
function as a homeostatic dynamism by shifting the patient’s psy- 
chological focus from a potential disrupting feeling of fear to man- 
ageable psychosomatic symptoms (cf. “homeostatis of a higher or- 
der” below). This approach, previously described as the “technique 
of reversed inquiry,”4° might appropriately be termed the “tech- 
nique of reversed interpretation” cf. “The Question”'?). The ration- 
ale of the technique of reversed interpretation lies in the assumption 
that the psychic dynamism behind the patient's answer regarding 
his postrecovery situation might be the very same as that behind 
his psychosomatic symptoms. For example, when a patient wants 
the physcian to believe that he would become a farmer if his back- 
ache were cured, it is reasonable to assume that both the wish to 
make the physician (and his family) believe in the sincerity of 
his intention and the psychosomatic symptoms may have the same 
meaning; namely, to hide the patient’s subconscious resistance to 
his “goals” of becoming a farmer. 


This is especially frequent in certain specific situations; e.g., if 
the expressed goals represent tasks rather than genuine goals, if the 
patient’s belief in achieving his goals is rather shaky, if he seems 
to set his goals—subconsciously but purposively—so high that he 
feels a priori absolved from actually pursuing them. 


Reversed interpretations may prove especially helpful in de- 
tecting “psychosomatic trigger phenomena.”4! By this term is meant 
the occasional precipitation or exaggeration of somatic symptoms 
in patients with known asymptomatic organpathology, when they 
experience or anticipate exogen or endogen stress. Unintentionally 
but meaningfully, they behave in such a way that “justifiedly” leads 
to the appearance of somatic symptoms. Such triggering off of 
bona fide somatic symptoms occurs, for example, when patients 
with low-back conditions “foolishly” rearrange furniture or dig in 
the garden, when patients with gall bladder conditions or peptic 
ulcer make a dietary “mistake,” when rheumatic patients take a 
cold shower, at a time of experienced or anticipated stress situations. 


This method also proves helpful when psychosomatic symptoms 
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appear in seemingly external gratifying situations. We often en- 
counter cases such as that of the ambitious executive who developed 
severe psychosomatic symptoms when, after years of fruitless striving, 
he became president of his corporation. Freud describes these per- 
sons as “wrecked by success” and attributed their symptoms to 
subconscious guilt feelings.4”7 We, however, shall often find that the 
patient’s anticipated fear of inadequacy in the new situation repre- 
sents the previously mentioned intrapersonal stress in an apparently 


gratifying external situation (“strategic inferiority complex and anx- 
iety“4°), 


Sometimes the patient’s comments may be immediately reveal- 
ing. For instance, we often hear: “Nothing would really change if 
| were well, but it would be easier on me to do this and that.” 


A 40 year old bachelor of moderate accomplishments in all 
four areas of his biosocial integration considered himself a sad 
failure. His average achievements seemed rather poor if viewed 
from his goal anamnesis. He made himself and others believe that 
a man has to be in perfect physical health in order to accomplish 
his high goals. Exaggerated attention to minor symptoms, however, 
betrayed his real psychic dynamism. His psychosomatic symptoms 
seemed to represent a face-saving function and thus kept him from 
losing his self-respect and possibly even from “withdrawing from 
life’s firing line” altogether.' In fact, it was soon revealed. that 
they actually bolstered his self-respect by self reassurance that his 
carrying on his duties as well as he did, despite his “poor physical 
condition,” was a major accomplishment in itself. 


Not infrequently a married female patient will answer: “No- 
thing would really change, but things would not be so difficult for 
my husband.” In some of these cases, we might find some mean- 
ingful psychic dynamism in subconsciously making the husband’s 
life not too easy. This may be found in the case of some women who 
think their husbands married them for their money (especially if 
they have been living primarily on the wife’s financial resources), 
or who contribute a substantial part of the family income, or who 
consider themselves socially or intellectually superior to their hus- 
bands. Often the meaning of the symptoms lies in the desire to test 
the husband's devotion. It is not difficult to convince these patients 
of their mistaken methods of such “testing” by indirectly implying 
a more reliable method of “testing,” namely, withdrawal of their 
financial contribution. This method they usually find too risky. 
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A similar mechanism may also be found in some women who 
married rich men mainly for material advantages, security, or desire 
for luxury—especially if the marriage did not turn out to be success- 
ful. These cases are much more difficult to manage because of 
deep-seated, primary inferiority and secondary cover-up guilt feel- 
ings. Sometimes—especially if the women reach an extremely des- 
perate state where they compare themselves to “prostitutes”— the 
character of the psychosomatic symptoms (nausea, vomiting, diar- 
rhea, genitourinary symptoms) suggests that they want to make 
themselves inattractive to their husbands. 


Another psychic dynamism. behind the facade of a wife’s pur- 
ported concern for the husband's difficulties (caused by her psycho- 
somatic symptoms) is the conscious or .subconscious fear that her 
husband might desert her. The fear is subconsciously. alleviated 
by the hope that he would not desert her when she is so.“sick.” 


A 40 year old woman, who contributed the major part to the 
family’s comfortable standard of living, suddenly gave up her well- 
paying position because of her “rheumatism.” It was suspected that 
this was not a mistaken method of testing her husband’s devotion 
but a desperate fear of being deserted. This suspicion proved to 
be true and furnished the clue to the successful management of 
the case. 


Although “reversed” interpretation of such ambivalent answers 
cannot uncritically be applied in every case, it very frequently shows 
the direction in which a more thorough investigation might be highly 
rewarding, diagnostically as well as therapeutically. In some cases 
failure of substantiation of a negative reversed interpretation very 
strongly detects some undetected organic pathology and makes 
further somatic workup imperative. In fact, this method is a rela- 
tively simple but efficient method in detecting pseudopsychosomatic 
cases. In other cases, analysis of the patient’s goals will often lead 
us to some other meaning or function of the osychosomatic symptoms 


(e.g., need for sympathy, :ecognition of efforts despite “sickness,’ 
etc.) 


As to technical aspects of such teleoanalytical procedures, 
a few points should be mentioned. 


In order to achieve better therapeutic results, the investigation 
of the above-mentioned six integrational factors in four areas should 
include at least the patient’s own evaluation and the therapist's 
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evaluation (bifocal evaluation).3? Sometimes, additional evalua- 
tions will be very helpful, e.g., evaluations elicited from those who 
might play a significant role in the origin, meaning, or function 
of the psychosomatic illness, the patient’s evaluation of the physi- 
cian’s evaluation (multifocal evaluation). 


Patients often over- or underestimate their endogen and ex- 
ogen integrational resources, goals, tasks, obstacles. Generally 
speaking, the greater the physician’s and the respective significant 
persons’ “empathy” is, the more effective the psychotherapeutic 
situation that may be developed. It will frequently be found that 
a patient’s insight and communicativeness are directly proportional 
to his physician’s empathy. In those cases in which, despite re- 
peated re-evaluations and re-examinations, marked discrepancies 
between the two sets of evaluation persist, more or less serious 
medical, psychological (even psychiatric), legal, or other compli- 
cations may be expected. 


Any discussion about relationship between stress and psycho- 
somatic phenomena cannot be considered complete unless their 
function is carefully investigated. In many cases it is of vital im- 
portance to recognize whether the psychosomatic symptoms do not 
have some beneficial compensatory function in order to prevent 
more serious disturbances in the patient's total functioning (cf. “lesser 
evil” of Menninger). 


In this connection two common fallacies should be considered; 
namely, that stress is always pathogenic, and that the goal of thera- 
py is always the disappearonce of the psychosomatic symptoms. 


Whitehorn, Gillespie, and many others have emphasized the 
fallaciousness of the assumption that stress is always pathogenic. 
There is increasing evidence that stress may have certain beneficial, 
even therapeutic effects. Not infrequently, we are puzzled when 
patients do not break down in apparently overwhelming external 
stress situations. On a more thorough analysis, we can even un- 
derstand why some of these patients considerably improve or re- 
cover. ‘ Alvarez reported the case of a woman confined to a wheel 
chair because of rheumatoid arthritis and who became well after the 
strain that she experienced at her husband’s death.2 Whitehorn 
reported a case of “cure of neurotic illness by stress when the sit- 
vation provided opportunity to overcome disturbing feelings of in- 
feriority and inadequacy.”*° 
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Based on a series of 200 surgical patients, it has been reported 
(by Medical News, March 12, 19.56) that at the University of Cincin- 
nati, College of Medicine, patients who showed a high degree of 
fear and anxiety prior to surgical intervention appeared to have 
a better chance of recovery than those who did not. 


Observations on the psychological aspects of the constructive 
effects of stress have recently been reported.?,26,28 In fact, chronic 
lack of stress may harbor undesirable disadvantages from the stand- 
point of total personality development. Persons who have. been 
habitually “spared” from stress experiences represent life’s “pam- 
pered children” and display disrupting neurotic symptoms when 
things do not go their way. They develop, as it were, a psychic 
“disuse atrophy” of their stress tolerance. It is rather. their condi- 
tioned assumption of being entitled to gratification and happiness 
than their innate inability to endure frustration that leads to dis- 
proportionate intrapersonal stress in relatively minor stress situa- 
tions.??, 5° 


The arbitrary hypothesis that the goal of psychosomatic thera- 
py is to free the patient from his somatic symptoms deserves our most 
objective and critical investigation. In practice as well as in the 
literature, we find more and more cases. in which, after subsidence 
of the psychosomatic symptoms, psychotic or severe neurotic epi- 
sodes set in. We may observe that psychosomatic and psychotic 
or severe neurotic episodes may alternate in the same patient. Psy- 
chotic persons who develop a psychosomatic disease were reported 
to have better prognosis.27 White and his associates reported a 
patient who committed suicide 10 days after being relieved of his 
psychosomatic heart condition. | They warned of. overenthusiastic 
psychotherapy in psychosomatic cases.4? 


In these cases, it seems that the psychosomatic symptoms re- 
present a meaningful teleological behavior of the total organism, 
the really “lesser evil.” The physiological homeostasis—the “wisdom 
of the body”—at times seems to succumb to a homeostatic tendency 
of some higher order, to the “wisdom of the human organism” 
(holistic, “orgholenistic,”“29 organismic, field homeostasis, cf. “rede- 
finition of homeostasis,” of Menninger).°% 


Whether this phenomenon of teleological substitution of so- 
matic symptoms for psychic symptoms may theoretically be explcined 
by Freud’s assumption that patients may regard a somatic ailment 
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“as punishment by fate and then often cease to keep up with their 
neurosis,”23 or by the concept of the “Sisyphus complex,’4° or by 
some intrinsic self-regulatory mechanism still remains a matter of 
conjecture. 


The facts remain that stress is not always pathogenic; that 
it may even have beneficial therapeutic effects; that relief from 
psychosomatic symptoms may be followed by a more serious dis- 
ruption of a higher order homeostasis; and that the degree of 
observable effects are not always in direct relationship to one an- 
other. These facts should make psychosomatically oriented physi- 
cians even more aware of the importance not only of the meaning 
but also of the function of psychosomatic conditions. We should 
not uncritically jump to the self-gratifying conclusion: The patient's 
symptoms are “only” psychosomatic, and therefore, he must get 
rid of them. 


CASE HISTORIES 


Case 1. A 35 year old housewife had for several months 
been suffering from frequently recurring severe headache, nausea, 
and dizziness. Recently, the symptoms had appeared almost daily. 
Routine examinations and tests performed by the family physician 
revealed no relevant pathological findings. Prior to the onset of 
her symptoms the patient had been in a minor automobile accident 
and suffered a mild cerebral concussion, which was thought to be 
the possible etiological or at least “motivational” factor in the pre- 
sent symptoms. At any rate, her increasing headaches became a 
family problem. Her husband, her father-in-law, even her 10 year 
old son felt deeply concerned about her suffering and were willing 
to do everything possible before it might be “too late.” 


Although the deep concern of the family strongly suggested 
some psychosomatic (reward-hunting or attention-craving) mechan- 
ism, or at least some psychic superstructure, a thorough diagnostic 
work-up was carried out. The cost of time and money of such a 
work-up, including roentgenographic, electro-encephalographic, 
neurological, laboratory, ophthalmologic, and other examinations, 
often contributes to the amelioration of psychosomatic symtoms. 
This, however, did not happen in this case and a correct psycho- 
diagnosis seemed to be imperative. Formal psychotherapy or psy- 
choanalysis was rejected. 
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The patient willingly consented to a prolonged period of ob- 
servation consisting of test diets (“for the detection of a possible 
allergy”), of various medications (“for the detection of possible 
vasomotor, metabolic, glandular, of other disorders”), and of con- 
comitant informal psychodiagnostic interviews (“for the detection 
of any psychosomatic superstructure”). Her married life was des- 
cribed as being “perfect” in every respect. Longitudinal goal an- 
alysis revealed that she had always wanted a good husband, only 
one son, good friends, and a house with a garden of her own. She 
had all that and considered herself fortunate and happy until she 
started suffering from the unpredictable headaches and dizzy spells. 


An areal analysis in the sexual and biological subfields re- 
vealed no significant clues. She was fully aware of her physical 
imperfections and unattractiveness, which she has successfully com- 
pensated for by her interest in intellectual activities and her pleasing 
interpersonal manners. 


A goal analysis in the subfields of her social and work relation- 
ships revealed that “everybody knew that she went to college” but 
that her father’s financial reverses had compelled her to go to work 
as a receptionist-typist. 


She had not been employed since her son’‘s birth. Now, she 
wanted to review typewriting and learn stenography. She felt that 
she should get a job and contribute to the living standard of the 
fainily, although she was not asked to do that nor was there any 
actual need of her financial help. But she felt it was now expected 
of her because her son had grown up and her household duties 
required only very little of her time. According to the above-des- 
cribed technique of reversed interpretation, resistance to her again 
becoming a secretary was suspected. This resistance was thought 
to be due to her fear of losing the prestige that she had enjoyed 
among her family and friends as “the intellectual” who had sacri- 
ficed her professional career for the sake of her family. During a 
theoretical discussion about the peculiar role of “prestige” in human 
nature, she described how bored, nervous, and restless she was when 
almost all day she was alone at home. She smoked 30 to 40 cig- 
arettes and drank 10 to 12 cups of coffee every day. She had also 
developed a pathogenic form of overeating that could, in contrast 
to “anorexia nervosa,” be termed “hyperorexia nervosa,” as the 
result of which she had gained 20 pounds in the last two years. 
In another session, she was made to realize that the chronic intox- 
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ication caused by her excessive smoking and coffee drinking was 
the most effective method of avoiding the possibility of her ever 
returning to work (cf.”“psychosomatic trigger phenomena” above). 
After a short time, she reported that she had been feeling well; she 
had given up smoking and coffee drinking. She became pregnant. 
“This solves my problem for the next ten years,” she declared. 


Case 2. A 27 year old, attractive housewife, mother of an 8 
year old girl, had continually been suffering from and treated for 
various minor illnesses since her marriage. Her frequent ailments 
had prevented her from fulfilling her household duties and keeping 
up her social life. She had continually been complaining of various 
pains, of fatigue, and of many difficulties she had to cope with. 


Goal analysis in the social and economic areas gave no hints 
of any significant intrapsychic strain. In the organismic area, she 
wanted to b attractive, admired, and in good health. Her goal 
in life had been to be admired by many men, but to love only one 
husband, and to have as many children as “God wants me to have.” 
Despite her previous desire to appear attractive, now she was ad- 
mittedly rather careless in her appearance. 


The assumption that she did not want to appear sexually at- 
tractive lead to a mere detailed goal analysis in the sexual area. 
She considered sex life and birth as an unesthetic, natural necessity, 
and the use of contraceptives a “sin.” Because of her poor physical 
health she, did not want to have any more children. In fact, she 
considered herself “frigid” and tried to avoid sexual relations when- 
ever she could. Asked what she would do if she were in good 
physical health, she admitted she would have at least six children. 
The reversal of her goals—from having as many children as God 


wants to give” to having only the one she had—seemed to require 
further analysis. 


Conventional casual analysis of her past history made it ap- 
pear that she was suffering distressing guilt feelings because her 
child was born six months after her wedding. She claimed that her 
husband “raped” her before their marriage. By further goal an- 
alysis it was revealed that she was afraid she would lose her daugh- 
ter’s respect when the latter heard about her birth. This fear seemed 
to be the main reason that she did not want any more children. 
Considering her religious background and the discrepancy between 
her original and present goals in the sexual area, one could easily 
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detect her intrapersonal stress constellation. From the standpoint 
of the previously described holistic homeostasis (i.e., the “wisdom 
of the human organism”), not only the meaning but also the function 
of the psychosomatic ailments became clearly discernable. We may 
assume that her somatic symptoms represented the somatic mani- 
festations of her chronic intrapersonal stress. However, the ex- 
aggerated subjective importance ascribed to her somatic symptoms 
and to their persistence prevented the development of more disrup- 
tive emotional disturbances arising from her devaluated self-image. 


Because the psychic dynamism leading to the psychosomatic 
symptoms seemed clearly defined and because a prolonged psycho- 
analytical treatment seemed impractical, she was gradually pre- 
pared for a controlled “psychic shock” therapy. She was pressed 
to express her honest opinion of her unmarried younger sister whom 
she loved dearly. “If she were to come to you tomorrow morning,” 
| asked her. “and tell you that her boy friend ‘raped’ her last night, 
would you believe her?” After this shocking revelation, the patient 
was able to accept “partial” responsibility for being “raped.” By 
all probability this was the main therapeutic effect. She was also 
guided to gain insight into her seeking excuse in the alleged loss of 
her daughter’s respect and her alleged “poor physical health” to 
back down on her original life goal of having as many children as 
“God wants her to have.” At any rate, she gradually recovered 
and readopted her original goal. She now has three children. 


SUMMARY 


The writer discusses some of the more important pitfalls in 
the semantic, theoretical, and practical applications of the stress 
concept in psychosomatic medicine. The different “specificity” the- 
ories represent generalizations or conceptual probabilities rather 


than diagnostically or therapeutically exploitable tools in dealing 
with individual patients. 


In the majority of cases the real meaning and function of 
psychosomatic or somatopsychic symptoms can best be understood 
if they are investigated against the background of the patient's 
total biosocial integration. Such a functional meaning of psycho- 
somatic manifestations can be facilitated if the patient’s goals, ex- 
pectations, anticipations, tasks, and responsibilities are revealed 
and analyzed (goal analysis or the teleoanalytical psychology). 
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Understanding the patient's attitude toward this anticipated 
fyture (goals, responsibilities, and obstacles)—as it were, the “third 
dimension” in psychodiagnosis—makes analysis and interpretation 
of his past history and present situation less time- and energy- 
consuming and glso more meaningful. 


Such an approach usually reveals meaningful correlations be- 
tween the patient's (chronic and acute, conscious and subconscious) 
stress quotients, which can be determined by correlating six factors 
in four subfields of any individual’s biosocial integration. Revela- 
tion of which factors in which area(s) are responsible for the patient's 
intrapersonal stress furnishes therapeutically exploitable clues for 
the understanding of the psychosomatic symtoms, which thus appear 
net as simple stimulus-response mechanisms but as holistic-dynamic 
phenomena. 


The author describes the method and advantages of what hz 
terms the “technique of reversed interpretation” and “bifocal evalu- 
ation.” He qlso discusses some controversial problems, such as 
pscudopsychosomatic manifestations, correlation between psycho- 
somatic and psychotic manifestaions , psychosomatic “trigg2r” phe- 
nomena, organismic homeostasis. 
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! PSYCHOSOMATIC ASPECTS OF DENTISTRY 
JOHN W. LYONS, JR. M.D. 


WHAT IS PSYCHOSOMATIC MEDICINE? 


Davcticsoweric is a new term. It is not a new 
specialty, however, but a new word describing a point of 
view known to healers throughout the ages. It means look- 
ing at illness from a psychologic and a physiologic point of 
view simultaneously. As a science it means searching for 
the relationship between emotional life and bodily illness. 


When a person has a toothache, he is sick all over. 
His’ pathology is not limited to the tooth involved. The 
pain and discomfort invade the entire body and interfere 
not only with oral activity but with other vital functions 
only remotely related. The organism must be considered as 
a whole and not as a series of disconnected parts. 


Psychosomatic medicine is concerned with the large 
number of people who have no disease of organic etiology 
but still suffer with symptoms of a disturbing or incapacitat- 
ing nature. In:other words, their illness is “functional.” 
Different observers estimate that about 33 per cent of 
individuals who consult physicians fall into this functional 
classification, while another one-third have symptoms which 
are in part dependent on emotional factors even though 
organic findings are present. Yet the average physician or 
dentist has little time for the person whose complaints are 
not readily classifiable into those of demonstrable physical 
etiology. Anything of possible psychogenic origin is con- 
sidered unscientific by many and promptly dismissed. 


Until recent years medical opinion considered emo- 
tional disease to be a result of organic pathology. However, 
an overwhelming amount of experimental evidence is avail- 
able today to prove the existence of pathways through 
which emotions may find a common pathway to produce 
somatic disease. This is the relationship between emotional 
disturbance and eventual structural alteration. This may be 
summarized by the following diagram: 


Psychological disturbance —————> functional 
impairment ————-> cellular disease ————-> struc- 
tural alteration. 
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Ryan’ has summarized Dunbar’s views on the dynamics 
of psychosomatic medicine as follows: 


1. Bodily changes may be brought about by emotional 
stimuli just as effectively as by bacteria and toxins. The 
physiologic changes accompanying emotions may disturb 
the function of any organ in the body. This is seen in a Elush 
or the accompanying sensations of fright. 


2. An organ in which the fluid medium, blood supply 
or nutrition is disturbed is thereby more susceptible to an 
additional injury or insult which may come along. More and 
more physicians are considering disease to be the result of 
a particular constellation of factors rather than one single 
cause. 


3. The inability to express adequately an emotional 
conflict is more likely to occur when the emotion is not in 
response to an external situation. For example, fear is a 
conscious and an acceptable emotion in a dangerous situa- 
tion, but fear or anxiety without any conscious reason is 
both mysterious and upsetting to most people. 


4. Now if in reality action is inappropriate or is in- 
adequate to solve the presenting problem, the emotion with 
its physiological accompaniments are likely to remain in- 
completely discharged and so disturb the equilibrium of the 
organism concerned. 


5. The inability to express the emotion because of in- 
dividual inhibitions, misconceptions or limitations sets up 
a conflict which tends to be excluded from consciousness. 
Conflicts which are unconscious create a permanent tension 
which may cause permanent or recurrent disturbances of 
organic function. 


This summary contains the essence of the dynamics in 
the production of organic change from emotional conflict. 
This has been borne out in the clinical and psychiatric study 
of such common conditions of proved psychogenic origin 
as peptic ulcer, hypertension, coronary disease, bronchial 
asthma, mucous colitis, and some arthritic conditions. 


However, no one has proved to date by laboratory ex- 
perimentation that dental caries or periodontal disease are 
produced by emotional tensions. Recently Millers and 
Herms’ working under the hypothesis that emotions play an 
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important role in maintaining the proper function of dental! 
tissues, made some interesting observations. Working with 
a large group of mental patients they noted fluctuations of 
periodic gingival bleeding which coincided with fluctua- 
tions in the patient’s emotions regardless of instrumentation 
or medication. Bleeding began and disappeared regularly 
in accordance with the emotional reaction. These same fluc- 
tuations were also found in Vincent's disease. The implica- 
tion here is that although Vincent’s disease has a definitely 
established etiology, emotional factors may have something 
to do with preparing the tissue for secondary invasion by the 
cauSative organisms. 


Further investigation on their part revealed that the 
bleeding originated in the capillary network of the free gin- 
giva and the terminal crests of the alveoli. They concluded 
that these capillary changes which led to nutritional dys- 
function and bleeding often have their origin in psychic dis- 
turbances which act directly via the autonomic system. They 
further noted that bacterial flora was not the immediate 
cause of tissue lesions. Salivary cultures changed in accord- 
ance with pH variation which was also noted to be under 
the influence of emotional factors. 


These findings indicate that dental tissues, like all 
others, are under the influence of the autoncmic nervous 
system which may be influenced or irritated by emotional! 
factors. Some of the rampant caries with rapid degeneration 
seen in people with previously high immunity may have a 
psychological basis. 


IMPORTANCE OF THE MOUTH 


It is common practice for specialists to concentrate 
more and more attention on the particular part of the body 
where their interests lie. A surgeon refers to a person as 
that interesting gall bladder, an internist may allude to that 
rare heart case; both seem to disregard the person attached 
to and intimately connected with that interesting piece of 
pathology. | am sure dentists, in the rush and hurry of busy 
practices, are no exception to this observation. 


Dentistry, however, is directly concerned with one of 
the most important areas of the body as far as psychologic 
development is concerned. 
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Originally’ the mouth was a simple orifice with a suck- 
ing or biting apparatus. It was the portal of entry for the 
environment which was ingested. For example, the earth- 
worm has such a stoma and his only way of experiencing 
the environment is by superficial contact with it and by 
swallowing it. The human infant retains these two methods; 
it has the impulse to put everything in its mouth — rattles, 
hands, even excrement. This is the infant’s way of learning 
about or experiencing his environment. 


The sucking reflex, which appears at birth and con- 
tinues long past weaning, is another important function. 
Later, chewing is learned. In addition man inherits from 
his ancestors a tearing and biting impulse. In states of rage, 
the teeth are clenched and ground together and bared. This 
is interesting when we consider how seldom modern man 
uses the teeth in fighting. This attribute is now largely trans- 
ferred to verbal anger or ‘‘oral aggression”’ such as “’sharp”’ 
words, ‘‘biting’’ wit and sarcasm, the Greek meaning of 
sarcasm being “to tear flesh.”’ 


Other functions such as smell and taste belong to the 
mouth, and these also may be represented verbally in our 
frequent utterances such as “bitter,” ‘‘sweet,”’ ‘‘pungent,”’ 
and even “‘foul.”’ 


Also very important is the mouth as an organ of love. 
Love genetically is closely related to sucking and swallow- 
ing. A doting mother cooing over an infant says, ‘’l could 
just eat you up.”” Such terms as ‘’sweetheart”’ and “‘honey”’ 
indicate that the object of our affections is conceived of 
as a dainty morsel. The use of the mouth, lip and tongue in 
love play need only to be mentioned in passing. In any case 
the lips, tongue and buccal mucosa are highly erogenous 
zones and throughout life retain an important pleacure- 
giving function. 


The mouth, then, aside from the fact that it is a con- 
tainer for teeth and an entrance for food, is also directly 
related to the major human instincts and passions: To self 
preservation (sucking, eating); to cognition (learning the 
environment); to love and sexual mating; to hate (verbal ag- 
gression), and to injure and kill (biting and tearing). 


Suppressed, controlled and redirected though they may 
b2, these atavistic impulses remain in all of us and can easily 
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be revived. Our personalities are built up on concentric 
layers of our earlier experiences and inherited instincts, and 
have left in all of us, living but perhaps dormant, traces of 
these experiences. These traces possess psychological poten- 
tials which affect our health, our relationships and our des- 
tinies. Thus, when instrumentation is practiced on the 
mouth, even with healing and therapeutic intent, reactions 
will occur that will seem irrational and bizarre to those who 
look upon the mouth only as another bodily orifice. 


Even with perfect anesthesia, opening an abscess or 
drilling a tooth may arouse in a patient anxieties and con- 
flicts he cannot understand. Even if intense fear or rage is 
not activated, he may over-react to the treatment. He may 
have more pain than the pathology can account for. How 
many of you have had to refit dentures to the specifications 
of an over-exacting patient? How many patients do you 
know who cannot get used to a denture no matter how well! 
it is titted? 

Dental extractions often provoke unexpected reactions. 
Dentures to a woman in her menopause may be the last 
straw to wounded vanity and self-esteem. Cases are reported 
where severe depressions and suicidal attempts followed 
extractions. In these, no doubt, the emotional stress far ex- 
ceeded the actual one. 


This indicates that dentists, from the nature of their 
profession, will often be the recipients of much undeserved 
blame and criticism. It must be of practical use to a dentist 
to become more aware of the personalities with whom he is 
dealing. Before discussing patient types it might be well to 
say a few words about some possible problems in the den- 
tist’s own emotional reactions. 


PERSONALITY OF THE DENTIST 


Everyone has a personality and an unconscious; the 
dentist and psychiatrist are no exception. The psychiatrist 
listens to complaints of patients, absorbs their hostilities and 
aggressions, and puts up with their infantile demands. With 
many psychiatrists this is made easier because in their train- 
ing they have gained insight into their own emotional needs 
and can look upon those of the patient more realistically. 


No one has full insight into his own emotional prob- 
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lems. The dentist is subjected to many of the same attitudes, 
feelings, hostilities and demands as is the psychiatrist, but 
he is not usually trained to recognize or handle them as ob- 
jectively. It is much more difficult for him to remain 
emotionally neutral to the emotional fluctuations of the 
patient. The dentist is also engaged in an occupation in 
which he actually inflicts pain or discomfort on the patient. 
This can be difficult for the dentist as well as the patient. 
If the dentist has an unconscious emotional conflict about 
his own aggression and hostility (as most of us do) then the 
infliction of pain on others may be accompanied with guilt 
and self-reproach. Such a dentist may reach the end of the 
day depressed, fatigued and uncomfortable, as a result of 
his own unconscious feeling about the necessary instrumen- 
tation and infliction of even unavoidable pain. This is simply 
one of the occupational hazards of being a dentist. 


The dentist is also exposed to the reactions of his 
patients who may be reacting with open or concealed hos- 
tility to his procedures thereby adding more to the dentist's 
own problems. We are all familiar with our own personal re- 
actions to openly hostile, critical or demanding people. Hos- 
tility begets hostility in any interpersonal relation. Few of 
us are well enough integrated and composed to withstand 
constant criticism, sarcastic comment, or the over-reaction 
to pain as an all-day diet. 


The dentist has another problem. Good dental care re- 
quires periodic checkups. Thus the dentist must develop 
and keep a good interpersonal relationship between the 
patient and himself. This entails an acquired, or at least an 
intuitive knowledge of personality types so that he can 
adapt himself to the situation and handle it in the way best 
suited to the needs of the patient. The patient’s neurosis 
can even be used as an aid in the prophylaxis which is neces- 
Sary as time goes on. 


PERSONALITY OF THE PATIENT 


Several basic personality types as outlined by Tarachow’* 
will be described in an effort to acquaint you with the large 
variety of emotional reactions seen in different people. The 
list is by no means conclusive and it must be emphasized 
taat the following traits are present, in varying degrees, in 
normal as well as neurotic persons. Also many indivicuals 


29 








Journal of the American Society of Psychosomatic Dentistry and Medicine 


will have traits from more than one of the character types. 
Personality is the complicated result of inherited character- 
istics being conditioned in a changing, dynamic environ- 
ment. 


The Narcissist: This trend, more or less observed in every- 
one, derives its name from the character in Greek mythology 
staring into th pool who fell in love with his own reflected 
image. These individuals are characterized by self love, a 
terrific need for love from others, coupled with mistrust. 
They are the exhibitionists who seek gratification frequently 
in the choice of professions — one in which they are con- 
stantly before the public. They live on praise, love and im- 
portance — vanity is their main characteristic. They form 
attachments to people who admire them and who are willing 
to be their audience. 


At the same time they are mistrustful and in constant 
need of love and reassurance. In severe forms these atti- 
tudes might assume psychotic proportions by being sus- 
picious of everyone’s motives or feeling everyone is out to 
cheat them. They are mistrustful in business and marriage 
and are often extremely jealous. They have no real interest 
in others unless others are exactly like themselves or will 
serve them as an audience. 


The dentist will find it helpful to understand the values 
which motivate such an individual. These include vanity, 
egocentticity, selfishness, and the need for love and admira- 
tion. Their mistrust. and hostility might be difficult to 
handle. They have no respect for someone they can intimi- 
date. In dealing with them the dentist should be as narcis- 
— and proud about his work as the patient is about him- 
self. 


Narcissism, or self love, is a normal emotion in us all 
and understanding this can be very helpful in the proper 
handling of patients. It accounts for some of the worry of 
patients about the results of dental procedure and how the 
procedure will affect their looks. 


For example: an adolescent girl, worried about her ap- 
pearance and attractiveness, as all young people are wont to 
do, had two front teeth knocked out in an accident. The 
dentist did an excellent job in preparing a bridge, and the 
girl eagerly awaited the fitting. After the bridge was in 
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place the dentist proudly stepped back and admired his 
work. He handed a mirror to the girl and was angered and 
hurt when she promptly broke into tears. 


Years later the girl was able to recall that it was her 
wounded pride that caused the tears, because the bridge 
was actually a good one and the defect was unnoticeable to 
the ordinary observer. However, at the time, the girl's at- 
tention was so concentrated on her mouth and the possibility 
that the bridge would detract even further from her under- 
estimated opinion of herself that even the perfect reclace- 


ment of her original teeth would probably have been unsatis- 
factory to her. 


In this case one can easily see how the dentist’s ex- 
pectation of such a response could have helped him to better 
prepare the girl and could possibly have forestalled his own 
reaction of rage. For in reality she cried out not out of criti- 
cism of his work but as a result of her own wounded vanity. 


The Compulsive: This type of personality is recognized by 
his rigidity and inflexibility in character and behavior. Emo- 
tional reactions are repressed, giving an appearance of well 
controlled equanimity. They are neat, well mannered, ob- 
sequious, and everything must be done just so. Ceremonials 
are common; clothing must be arranged, put on and taken 
off in a certain manner. Their whole life is governed by a set 
of rigid, orderly laws. Everything is scheduled and pigeon- 
holed. Any deviation from their orderly schedule makes 
them annoyed and anxious. They are extremely moralistic, 
stubborn and unyielding, and change their minds with creat 
difficulty. This discipline unluckily is not only applied to 
themselves but to as many others as they can involve. Wives 
and children come under their stern attempt to rule, and 
the dentist is no exception. 


However, with a proper understanding of this tyre of 
personality the dentist can frequently work out a harmon- 
ious relationship with such a person. He can appeal to their 
inherent emphasis on orderliness, cleanliness and propriety, 
and make good use of them prophylactically. He can fore- 
see their need to involve him in their orderly system and 
make the necessary adjustments to forestall anxiety and re- 
sentment on their part. At least there will be little disturb- 
ance on the dentist’s part because of missed or late appoint- 
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ments since another aspect of the compulsive character is 
punctuality. 


The Hysteric: You have all had experience with this type 
of personality, but perhaps a better understanding of them 
will help in future relations. The hysteric is the romantic 
type to whom everything is related to getting love, or who 
are preoccupied with sexual fantasy. They fall in and out of 
love easily, and not infrequently with their dentists, doctors, 
ministers, or teachers. This ability to effect a rapid positive 
attachment is common in this personality type and must be 
watched for and handled diplomatically by the doctor. | am 
sure you have all had experiences where you knew your 
dental skills were not totally responsible for the gracious 
thanks, seductive looks, and undying devotion of the grate- 
ful patient. 


Unfortunately the wish for love in this type is usually 
unconscious and would be met by violent objection if an ex- 
planation were made. This is because the person is so guilty 
about his unconscious needs that he could never admit them 
to himself. These wishes, however, find expression in var- 
ious symptoms, attitudes, and behavior. 


Since the mouth is such an important part in the emo- 
tional development of the individual, it stands to reason tinat 
it should be a common area for psychosomatic complaints in 
the hysteric type. This must be considered by the dentist 
when careful examination reveals no evidence of organic 
disease yet the patient persists in his complaints of intrac- 
able pain, etc. 


Furthermore, because of the frustrated wish for love 
in the hysteric type the dentist must be on his guard in 
handling these patients. It is this type who accuse doctors 
of rape, attempted seduction, or who circulate stories about 
the “‘doctor getting fresh with me.’”’ Actually their wish for 
love might be so strong that their fantasies involve inti- 
macies with the doctor. These may be so real that the patient 
will interpret innocent remarks, accidental contacts, or in- 
strumentation as a sexual advance. This is especially so 
where general anesthesia is used and the wish can be granted 
in a dream so vivid that the patient may actually believe she 
has been assaulted. It is, of course, good insurance to have 
2 nurse or assistant present whenever such a person is being 
treated, or whenever a general anesthesia is used on anyone. 
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The Masochist: Such a person enjoys hurting or depre- 
ciating himself and actually gets pleasure out of pain. He 
always assumes the blame, he feels inferior, and is soft 
spoken and gentle. Open attack or any form of overt ag- 
gression to others is incomprehensible to him. All his anger 
is unconsciously taken out on himself. He has a strong 
sense of obligation and comes early to his appointmerts. 
The “‘hard luck guy” falls in this group. He is the one who 
is always getting frustrated, who never attains his ambitions, 
or with whom something always goes wrong just at the last 
moment. Careful observation, however, usually reveals he is 
the one who frustrates himself because his own guilt makes 
success or aggression intolerable. 


In handling this type the dentist will find most success 
in a direct appeal to their sense of obligation and duty. They 
are usually extremely cooperative especially in painful pro- 
cedures as this fits in with their need to suffer. Pathological 
extremes when recognized should be referred for psychiatric 
help, as ‘accident prone” people and suicides are high in 
this group. 

The Borderline Psychotic: This type is difficult to describe 
specifically as there are many types of borderline psychoses. 
Broadly, this is the group who are so overwhelmed by their 
conflicts that they begin to lose contact with reality. Their 
attitudes and symptoms are interesting. Some may be 
mystics or fanatics. Others may deny the fact that dentists 
can help them. Another group may become so preoccudied 
with their bodies that they become obsessed with false ideas 
about hair, skin, teeth, or gastro-intestinal tract. These in- 
dividuals may spend a great deal of their time looking in 
mirrors and using mouth washes. 


The dentist should evaluate each of these individually. 
If their worry be bad breath, telling them not to worry or 
reassuring them about it will be of no avail. Their internal 
problems have become so great that it is necessary for them 
to believe their breath is bad. Only skilled psychiatric treat- 
ment at this stage will be helpful. 


Other common dental problems in badly disturbed 
patients are those resulting from poor oral hygiene. The pa- 
tient’s withdrawal from reality makes any regular oral hy- 
giene unlikely so that caries, gingivitis, pyorrhea and Vin- 
cent’s disease are not uncommon in psychotic individuals. 
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There are also numerous instances of hypochondriacal 
preoccupations pertaining to the oral region. These indi- 
viduals are not psychotic, as their hold on reality is secure 
except for the particular preoccupation. Tarachow’ reports 
a case of a patient who went from one dentist to another in- 
sisting that he had a tooth cavity which needed filling. No 
one was able to find a cavity. This preoccupation developed 
shortly before the man was to be married, and psychiatric 
study revealed that his complaint was a symptomatic re- 
flection of his fear of being sexually inadequate in his an- 
proaching marriage. He was looking for help to bolster his 
fears. The repair of the defective tooth really meant a repair 
of his defective masculinity. 


A case like this is probably seen frequently. They are 
unnecessarily seeking dental treatment just as the individual 
with functional gastric complaints seeks help from the in- 
ternist. It is an easy temptation for a dentist to unwittingly 
play up to the requests of these mentally ill patients. 


Any doctor should have both the personal and scien- 
tific approach to his patient so that he can deal with him in 
the most effective as well as the most human fashion. With- 
out sympathy and understanding it is very easy to mishandle 
neurotic patients. A neurotic patient will often beseige his 
dentist with complaints, demands, and needs for assurance. 
A good practitioner should have the personal qualities which 
make it easy for him to handle and understand such an in- 
dividual. However, under the constant impact of such ex- 
treme demands it is only human to get annoyed and react 
like an exasperated parent to a demanding child. 


DENTAL PROBLEMS OF CHILDHOOD 


The essence of dental problems of childhood, as so aptly 
stated by Weiss,’ is for the parent and dentist to cooperate in 
persuading children to regard dental treatment as sensible 
and necessary, and attended by a minimum of discomfort 
rather than a painful ordeal. It is only natural for children 
to identify with parental attitudes, and if the parents have 
any anxieties about visiting the dentist then the child comes 
to regard the dentist's office as a modern torture chamber. 


Parents should be instructed about educating their chil- 
dren in visiting the dentist and actual visits should begin 
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before any painful procedures are necessary. This gives the 
child opportunity to know his dentist and to associate the 
visit with something pleasureable rather than painful. Once 
the child is in the dentist’s office, the more he is treated like 
an adult the better he will behave. It is often best if the 
mother waits outside, thus diminishing the possibility of her 
subtly influencing the child’s reactions. If the child does not 
cooperate at the first visit it is unwise to use force unless a 
real emergency exists lest a pattern be formed associating 
dental care with fear which may be the basis of dental neg- 
lect in later life. 


THUMBSUCKING 


This problem is of especial concern to the orthodontist. 
The main question regarding this problem is that of mechan- 
ical restraint. Once thumbsucking is understood psycho- 
logically there is no need for further alarm on the part of 
the dentist or parent. As mentioned previously, the infant 
derives pleasure and relieves tension by sucking. Any child 
will occasionally resort to the practice but it will usually not 
become persistent if he is well fed and is weaned slowly 
and carefully. 


When thumbsucking is encountered as a persistent 
habit the following points, quoted from Weiss,’ should be 
kept in mind in advising the parents: 


1. Do not forget that the activity of sucking is nor- 
mal. In the first year to eignteen months of life, sucking is 


one of the chief sources of emotional satisfaction for the 
child. 


2. If thumbsucking is excessive, do not interfere di- 
rectly with the activity. Avoid scolding and pulling the 
thumb out of the mouth, avoid mechanical restraints, avoid 
foul-tasting applications and, above all, avoid shame, criti- 
cism and ridicule. 


3. Play with the child more often and use play mate- 
rials suitable to his age. Encourage him to play with other 
children. 


4. See that he has opportunity (space) to be active 
and to explore. 


5. If the home atmosphere is not one of happiness, 
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ease and friendliness, the adults should strive to make it so 
rather than to concern themselves only with the baby’s 
problem. We must always remember that the child’s psy- 
chology is largely determined by parent-child relationships 
and that a disturbance in the emotional life of the child can 
usually be attributed to the atmosphere of the home. If the 
parents have a disturbance in their emotional lives, it is 
almost certain to be evidenced in some defect in the per- 
sonality of the child. 


CLAMPING AND GRIND!NG HABITS 


As you well know, the treatment of periodontal disease 
is based on the control and elimination of factors causing 
the periodontal breakdown. An important factor in the eti- 
ology of this condition is the habit of clamping and grinding 
of the teeth (bruxomania). 


For the successful treatment of periodontal disease, 
clamping or grinding must be recognized and controlled. 
It must be remembered that these habits frequently are a 
manifestation of inner tension in the individual and that the 
grinding is frequently an outward manifestation of inhibited 
rage or frustration. In some cases the individual may be 
helped by re-education and making him aware of the habit, 
with the aim in view of having him inhibit it by conscious 
control. When the grinding is nocturnal the handling be- 
comes much more difficult. Sometimes instruction to sleep 
on the back will be helpful, or the addition of a small pillow 
to the nape of the neck. However, this treatment is only 
symptomatic and does not get at the cause — the uncon- 
scious feelings which manifest themselves in the grinding. 
In most of these cases concurrent treatment by a psychiatrist 
will be the quickest and most effective way of bringing the 
problem under control. 


Some psychogenic organic symptoms, such as tremor 
or blushing, are the direct expression of emotion or conflict, 
while others are only their indirect results. Structural dam- 
age to teeth as a result of grinding is an example of the latter. 
It might be well to give in some detail the psychogenic 
factors in a man whose organic symptoms related directly 
to the mouth, teeth, and upper respiratory tract. 


This patient, reported by Saul,° was a successful 40- 
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year-old business man who on the surface showed an atti- 
tude of great superiority and independence. Study revealed 
that this was a compensation for hurt masculine pride, be- 
cause basically he was the dependent type with constant 
wishes to be given to by others. These desires were expressed 
in his dreams in the infantile language of eating, being fed, 
biting, etc. This ‘’getting’’ via the mouth is the typical ‘oral 
receptive.”’ 


Toward the end of his treatment when his oral recep- 
tive demands were becoming more apparent he developed 
bleeding gums, sore left temporomandibular joint, and a 
mild sore throat. His wife noted that for the first time he had 
suddenly begun to grind his teeth and sleep with his mouth 
open. When correlated with the dreams of these nights his 
habits proved to be a direct expression of his rage at having 
to cut loose from his ‘‘mother’s apron strings” and to give 
up the pleasure of dependence and receiving. 


Suddenly during one session he had a burst of insight 
into his oral wishes and destructive aggressions, and that 
night he slept better than he had for weeks without any of 
his grinding; his symptoms rapidly disappeared and he con- 
tinued symptom free. 


Thus the course of this case indicated (1) there was an 
emotion, (2) a direct, appropriate expression of it (although 
unconsciously and during sleep) occurred, (3) a consequent 
organic condition resulted. 


Another case, which Saul reports, was a young male 
with strong oral trends who complained that his teeth and 
the left side of his jaw pained him, although the dentist 
found no oral pathosis. As his oral aggression was discussed, 
he stated that his dentist had told him his teeth showed 25 
more years of wear than they normally should and that it 
was due to nocturnal grinding. 


As treatment continued his teeth and jaw, especially the 
left side of his maxilla, were constantly sore and he fcund 
himself grinding or clamping even during the day. Repeated 
dental examination failed to find organic pathosis, and a 
rubber mouth guard failed to relieve his symptoms. 


After two months of treatment he suddenly admitted 
what he had so long denied — that his show of strength ard 
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superiority was a denial to himself and the world of inner 
weakness due to his marked dependent needs. This insight 
touched him deeply, especially the realization of his hostility 
when his dependent needs were frustrated. 


At the next visit he reported with great astonishment 
that within an hour after his past interview he noted a 
marked relief of pain in his teeth and jaw; six hours later 
he was able to eat comfortably and his ache was gone. It 
disappeared completely that evening, and he continued 
symptom free with no trace of pain. 


Saul concludes that ‘‘these cases help to stress the 
point that organic symptoms, although related to emotional 
conflicts, need not be primary symbolizations of the con- 
flict, but only incidental results of appropriate and readily 
understandable emotional expressions. Recognition of this 
mechanism robs the “jump from the psychic to the physical”’ 
of some of its mystery. 


CONCLUSION 


It has not been proved to date by laboratory experimen- 
tation that periodontal disease or caries are produced by 
emotional stimuli or tensions. However, evidence suggests 
that a change in the pH of saliva brought about by chronic 
emotional tension might cause dental caries. Millers and 
Herms’ work as mentioned previously indicates that a 
change in the nourishment of the soft tissue, influenced 
by emotional factors, would be influential in the cause of 
periodontal disease. It is an established fact that clamping 
and grinding habits motivated by unconscious emotional 
factors can cause periodontal disease. The repeated grind- 
ing can effect structural change in the tooth and jaw. Cal- 
cium and other ionized salts of the body fluids are affected 
by emotional states. Faulty mouth habits have been shown 
to be the result of unconscious rage or dependency. Chemo- 
genic sources of caries can result from poor food habits 
which may have an emotional basis. Excessive appetite for 
refined carbohydrates produces a preponderance of acido- 
philus bacteria in the mouth. Hypocalcemia and bone de- 
struction can result from improper food selection or more 
directly by hypothalamic disturbance which may be purely 
emotional in origin. 
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From the foregoing evidence it would not be presump- 
tuous to assume that since the oral cavity and its structures 
are part of the organism, that it is also affected by the 
autonomic nervous system which in turn is definitely stimu- 
lated by emotions. 


The exact mechanisms through which this occurs and 
the amount of organic or functional etiology in each case 
is still unknown. Future work will no doubt clear up a great 
deal of this uncertainty. Until then we can at least use the 
working hypothesis that the human organism is an inte- 
grated whole with both the psyche and the soma working 
side by side harmoniously to preserve health; in discord, 
to cause disease. 





Presented at the Greater Pittsburgh Meeting of the Odontological Society of Western 
Pennsylvania, Pittsburgh, October 27, 1948. 


(The author is a graduate of the Medical School, University of Pennsylvania. His training 
includes a residency in psychiatry at St. Elizabeth’s Hospital, Washington, D. C., and five years 
as a neutropsychiatrist in the U. S. Navy. He is a diplomate of the American Board of Psychiatry 
and a member of the American Psychiatric Association.) 
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BOOK REVIEW 


PSYCHOSOMATIC ASPECTS OF SURGERY 
Ed. by Alfred J. Cantor and Arthur N. Foxe 


Pub. by Grune and Siratton, Inc., Feb. 1956 - Price $7.00 


(oy he basic theme of Psychosomatic Aspects of Surgery is a plea 
for the return of empathy to modern medical practice. The plea is 
reinforced by the inclusion of the patient’s emotions to the frame- 
work of the disease process, and the suosequent expanding of the 
framework. 


Psychosomatic is a word with a curiously dual meaning. It 
can imply the consideration of a human as a functional unit, rather 
than a separate soma and psyche; and this is the meaning that is 
formost throughout the book. It may also be used merely to indi- 
cate that the etiology of a certain disorder stems from certain 
psychological problems. 


In spite of this, it may be argued that he emphasis occasionally 
shifts to the psychogenic. However, the over-all impression is that 
the book sets out to inculcate the idea of scientific empathy—or, if 
you will, the care and prevention of psychosomatic disorders. It 
succeeds fairly well. 


Drs. Kaufman, Revensine, qnd Raginsky present the general 
picture of the doctor-patient relationship from the psychosomatically 
oriented view. The other authors follow, dealing with what seem 
to be more specific problems encountered in cardiovascular surgery, 
obstetrics and gynecology, plastic surgery, breast surgery, etc. 


The primary point of difficulty is the not uncommon habit of 
some authors to make a precise and dogmatic statement about a 
situation which may, indeed, be variable. One must take great 
care when one encounters this type of material. Still, the book is 
valuable to the alert reader who can generalize from discussion of 
another field to his own. 


Aaron Ament, B. A. 
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